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The Veterans
Health
Administration:
A Domestic
Model for a
National Health
Care System?

Health care in the United States is
once again emerging as a key
issue in national debates leading
up to the 2008 presidential elec-
tion. The discussions reflect, in
part, growing public unease about
the current health care system,
fueled by rising health care costs,1

concerns about the quality of
American health care, and the
growing number of Americans
without health insurance (ap-
proaching 45 million).2 These
concerns are further ignited by
recent reports that put the Ameri-
can health care system in perspec-
tive vis-à-vis the rest of the world.
For instance, the World Health
Organization ranked the US
health care system at number 37
among 191 nations.3 The Com-
monwealth Fund recently ranked
the US health care system next to
last compared with United King-
dom, Canada, New Zealand, and
Australia.4 Even among insured
patients, the quality and equity
of health care delivered in the
United States has been a subject
of debate.5 Public concern about
the US health care system is start-
ing to show up in public satisfac-
tion ratings. Although most Amer-
icans receive medical care locally,
patient surveys demonstrate low
satisfaction rates with health care
quality or access.6

VETERANS HEALTH
ADMINISTRATION AS A
MODEL

In the past, when the debate
about health care reform in the
United States arose and people
looked for ideas on how to im-
prove the system, the working
national health care models that

experts often looked to were based
on the Canadian health care system
or those implemented by other in-
dustrialized nations, such as the
United Kingdom, France, or Ger-
many. For the first time in the his-
tory of this debate, the Veterans
Health Administration is emerging
as a local (domestic) model for the
US national health care system.
This is especially intriguing given
that, only a decade or so ago, Vet-
erans Affairs (VA) was viewed by
many as a symbol of inefficient,
poor-quality health care bureau-
cracy7, in other words, what not to
do in a health care reform. 

Recent studies8–11 on the per-
formance of the VA compared with
the private sector are starting to
change attitudes toward the VA
health care system. These studies
indicate marked improvements in
performance of the VA health care
system compared with the market-
based, private health care sector,
which is increasingly seen as too
costly and inadequate in quality
performance. For example, dia-
betes care in the VA has been re-
ported to be better than that of the
private sector.10 VA patients are
reported to be more likely than
even Medicare patients to receive
life-saving treatments in cardiac
care.11 VA performance of many
processes of care measures across a
spectrum of health care services
(screening, diagnostics, treatment,
and follow-up) is better than in
non-VA health care systems.8 Pa-
tients receiving care within the VA
report higher levels of satisfaction
than do their counterparts receiv-
ing care in the private sector.12

The VA has emerged as the
largest integrated health care
system in the United States.13 It

was established in the 1930s as
part of a national program for
American war veterans. The true
transformation of the VA health
care system, however, was not
set in motion until the passage of
the Veterans Health Care Eligibil-
ity Reform Act of 1996. As part
of this initiative, the VA sought
to reinvent itself by undergoing
major structural and manage-
ment reorganization, which re-
sulted in its emergence as a na-
tional leader in health care
within a decade.14,15 What is
even more remarkable is that
these achievements occurred at
a time when the VA patient pop-
ulation was expanding. The num-
ber of VA patients accessing the
system each year went up mark-
edly from 2.5 million in 1995 to
5.3 million in 2005.16

It is not easy to pinpoint the
factors that underlie the impres-
sive transformation of the VA.
This is in part because the broad
reorganization of the VA was not
designed to prospectively measure
the impact of specific aspects of
the reconstruction. However, an
informed observation of the cur-
rent VA health care system would
note several unique elements that
distinguish the VA from the pri-
vate sector American health care
system: (1) a centralized health
care administration, (2) an empha-
sis on preventive (primary) care as
the foundation of the system, (3)
an automated health information
system that includes a national
electronic patient record system,
and (4) an affordable, evidence-
based medication prescription
(pharmacy) plan. These are quali-
ties that are clearly lacking in most
American market-based private
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health care systems. The remark-
able thing is that the VA system
has achieved these quality trans-
formations while maintaining its
traditional health care safety net
role. Compared with the private
sector population, the VA patient
population has a disproportion-
ately lower income and is older,
sicker, and more likely to suffer
from mental and behavioral ill-
ness. Veterans with disabilities
that result from war-related
trauma often seek medical care
from the VA. Furthermore, in its
formal affiliations with over 100
academic medical centers in 50
states and the District of Columbia,
the VA continues to play an impor-
tant role in educating future gener-
ations of health care providers.

THIS ISSUE OF THE
JOURNAL

The VA may have out-
performed itself in the past dec-
ade, but it is not time to become
complacent. The collection of re-
search articles and editorials fea-
tured in this theme issue articulate
not only some recent VA health
care successes but also some of
the challenges the system still
faces before it can be considered a
worthy model for an eventual
American national health care sys-
tem. Starting with the challenges,
Bartley et al. examined the VA
psychiatric disability and rehabili-
tation policies for combat-related
posttraumatic stress disorder and
found the VA to be antiquated
and in need of reforms to bring it
in line with modern demands and
scientific evidence in the manage-
ment of posttraumatic stress disor-
der. Himmelstein et al. report that
access to care within the VA is
limited to veterans with service-
connected health problems and
low socioeconomic status. This
leaves a large number of veterans

with health care access problems
unable to receive care at VA med-
ical centers. For example, they
found about 1.8 million uninsured
veterans who were not receiving
VA health care in 2004. Helmer
et al. also report in this issue that,
many years after the Persian Gulf
War, veterans of that war continue
to seek emergency department
services for problems related to
that war, suggesting that the
health care needs of those veter-
ans may not have been fully met.

On the positive side, Kimerling
et al. report in this issue on the
VA’s unique, organized, and com-
prehensive response to military
sexual trauma. They suggest that
the universal screening policies
implemented by the VA are feasi-
ble and provide clinically useful
information to help patients cope
with the mental health conse-
quences of military sexual trauma,
such as rape or sexual harassment.
Jha et al. report further evidence
showing improved VA perform-
ance in delivery of preventive
health services, such as influenza
and pneumonia vaccination rates,
as part of its performance mea-
surement program, whereas Key-
hani et al. report that, compared
with Medicare Fee-for-Service or
Medicare HMO plans, VA health
care was associated with increased
uptake and utilization of preven-
tive care services. Owens et al.
found that there is sufficient prev-
alence of undocumented HIV in-
fection to make it cost effective to
implement routine voluntary
screening in the VA system.

Lastly, two reports in this issue of
the Journal provide suggestions for
the VA to consider in improving
quality of care for veterans.
Weeks et al. evaluated older vet-
erans’ private sector utilization
for 14 surgical procedures. They
provocatively suggest in their re-
port that directing older veterans

with dual access (private and VA
insurance) to high-volume and
presumably high-quality private
sector surgical care programs
might save more lives than at-
tempts to improve surgical care
within the VA system. Yano et al.
examined the role of primary
care delivery in the reported
quality transformation of the VA
health care system over the past
decade. They found that the pro-
vision of primary care may have
significantly contributed to this
gain. This is a strong argument
for the role of primary care in
any national health care system.

The improvements in structural
organization and quality perform-
ance have resulted in the VA’s
emergence as a serious player in
the American health care sector.
Elements of the VA, such as cen-
tralized administration, emphasis
on primary care, electronic med-
ical records, and the provision of
an affordable, evidence-based
medication prescription plan, pro-
vide models to consider in any
discussion on the merits and fea-
sibility of a national health care
system. However, as suggested by
some of the studies featured in
this issue on health care for veter-
ans, the reported successes of the
VA system are certainly not with-
out ongoing challenges.
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